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Abstract 
The study examined the moderating role of meaning made, meaning making and social support 
on the relationship between negative life events and posttraumatic stress disorder (PTSD), 
anxiety and depression as well as the facilitating role of these moderating variables for 
posttraumatic growth(PTG). Eritrean refugees (N = 135) who were residing in Europe were 
recruited. The results showed that post-migration living difficulties significantly related with 
negative outcomes. In addition, the results showed that social support moderated the relationship 
between the number of traumatic life events and anxiety symptoms. However, meaning made 
and social support were not significant moderators on the relationship between number of 
traumatic life events and PTSD and depression, as well as the relationship between negative 
outcomes and PTG. Clinical implications and the next step for future research are discussed.  
 
Keywords: refugee, traumatic life events, post-migration living difficulties, Posttraumatic stress 
disorder, depression, anxiety, meaning made, social support, posttraumatic growth 
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Chapter 1 
Introduction 
Over 65.3 million refugees remain displaced internally (within their home country) and 
externally (outside their home country) around the world, with more than 21.3 million identified 
as refugees and asylum seekers (United Nations High Commissioner for Refugees, UNHCR, 
2016).  The term refugee is used to define a person who has been forced to leave and live outside 
his/her home country of nationality due to fear, threat, violence or persecution and war, for 
reasons of race, religion, nationality, ethnicity, or membership in particular social and political 
groups (Toole & Waldman, 1993).  Refugees are protected by several international conventions 
(UNHCR, 2011).  Unfortunately, the potential traumas do not end when the refugee escapes 
from his/her country.  Many refugees live in unstable resettlement camps or other insecure 
settings, in which they are exposed to multiple traumatic events (Knipsheer, Sleijpen, Mooren, 
Heide, & Van der Aa, 2015).  These traumas often start in their home countries and continue in 
the resettlement host country, including imprisonment in concentration camps, torture, multiple 
rapes, lack of social support systems and education, and racism and discrimination (Teodorescu, 
Heir, Hauff, Wentzel-Larsen, & Lien, 2012; UNHCR, 2014).  As a result, many years after their 
resettlement in another country, many refugees suffer from numerous psychological and 
emotional problems, including Posttraumatic Stress Disorder (PTSD) (Carre et al., 2011; Hinton 
Chhean, Pich, Pollack, Orr, & Pitman, 2006; Kaltman, Green, Mete, Shara, & Miranda, 2010).  
In the second quarter of 2014 (April, May, and June), the UNHCR reported that Eritrea 
was the second highest refugee producer following Syria, with over 11,000 asylum seekers in the 
world.  The UNHCR report further indicates that in terms of the number of asylum seekers in 
industrialized countries Eritrea ranks third, following Syria and Iraq.  Although Eritreans lodged 
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asylum applications in 34 out of the 44 industrialized countries, the distribution of claims is not 
spread equally across all countries.  Roughly three quarters of all Eritrean claims were submitted 
in just four European countries: Sweden (4,200), Germany (3,800), the Netherlands (3,500), and 
Switzerland (2,200).  Despite these high numbers, no empirical studies of Eritrean refugees that 
documented their pre-migration, migration, and post-migration experiences could be found.  The 
current study will serve as an opportunity to evaluate the prevalence of PTSD, depression, and 
anxiety among these Eritrean refugees.  Furthermore, because anecdotally the Eritrean people are 
described as hardy people with strong social networks and support systems (Chernet, Pfeiffer, 
Probst-Hensch, & Labhardt, 2016), the current study will explore protective factors and coping 
resources, including meaning making and social support as buffers against developing PTSD and 
other negative psychological outcomes. 
Mental Health among Refugees and Asylum seekers 
Although PTSD is a common effect of serious trauma in a wide range of circumstances, 
what makes traumatized refugees different from many other people suffering from PTSD is that 
their traumas are usually prolonged, repeated, and consciously caused by another human being; 
and further, they have been forced to live in exile (Brune et al., 2002).  Exile exposes refugees to 
more difficult post-migration living conditions, including acculturation stress, racism and 
discrimination, as well as language and communication problems (Nickerson, Steel, Bryant, 
Brooks, & Silove, 2011; Schweitzer, Brough, Vromans, & Asic-Kobe, 2011; Steel et al., 2011).  
The constant exposure to different traumatic life events, including pre-migration, migration, and 
post-migration experiences, complicates the course, severity, and treatment of individuals with 
PTSD.  However, in refugee populations, other comorbid psychological problems are common, 
such as persistent somatoform pain disorder and dissociative disorder (Van Ommeren et al., 
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2001), depression (Bleoch, Koslowsky, Dolev, & Lerer, 1997), generalized anxiety disorder 
(GAD), and panic disorders (Hinton, Ba, Peou, & Um, 2000; Thapa, Van Ommeren, Sharma, de 
Jong & Hauff, 2003; Van Ommeren et al., 2001).  For example, a study of Somali refugees in the 
UK found that 80% of individuals with PTSD also had anxiety or non-psychotic depression 
(Bhui et al., 2006).  
Numerous researchers have found that mental disorders and distress are higher in 
refugees and immigrants compared to non-immigrants (e.g., Breslau et al., 2007; Iglesias et al., 
2003; Porter & Haslam, 2005).  The prevalence of PTSD in individuals who are exposed to 
different traumatic events varies depending on the magnitude of the exposure, and characteristics 
of the individual, culture, country of origin, support system and other sociocultural factors.  For 
example, prevalence of PTSD has ranged from less than 5% in a sample of resettled Sudanese 
refugees (Schweitzer, Melville, Still, & Lacherez, 2006), to 62% for Congolese refugees 
(Ssenyonga, Owens, & Olema, 2013), and 71% for Syrian refugees (Alpak et al., 2015).  
However, studies on tortured refugees reported much higher prevalence of current and lifetime 
PTSD, for example, 69-92% among refugee torture victims in a sample from six different nations 
(Moisander & Edston, 2003), 91% among exiled survivors of torture (Wenzel et al., 2000), and 
90% among Vietnamese ex-political detainees (Mollica et al., 1998).  Similar studies of refugees 
from African countries reported PTSD prevalence rates ranging from 4% to 49% (Bhui et al., 
2006; Gerritsen et al., 2006).  Even though the prevalence of PTSD among refugees and 
survivors of torture has been inconsistent, it remains high. 
Resilience and Vulnerability among Refugees 
The variability in the rates of PTSD and other symptoms, such as depression and anxiety 
is thought to be due in part to pre-trauma and post-trauma vulnerability.  Both pre- and post-
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trauma vulnerability factors increase the intensity of symptoms in individuals who go through 
traumatic life experiences (Bonanno, 2004; Bonanno et al., 2011).  A meta-analysis of risk 
factors for PTSD in trauma-exposed adults found that pre-trauma variables such as gender (being 
female), lack of education, and other previous trauma; were significantly related to PTSD 
(Hooberman, Rosenfeld, Rasmussen, & Keller, 2010).  Further, the study reported that post-
trauma factors such as lack of social support and life stress were also significantly related to 
PTSD.  These risk factors increase the likelihood of experiencing or re-experiencing 
psychological distress (Jamil, Ventimiglia, Mahmoud, & Arnetz, 2009).  Refugees are at a 
substantially increased risk of psychological distress mainly because of their exposure to pre-
migration, migration and post-migration traumatic life events (Jamil et al).  Nevertheless, not all 
individuals exposed to traumatic life events develop psychological distress, PTSD and other 
symptoms (Hog, Austin, & Pollack, 2007).  Protective factors such as resilience, social support 
and meaning in life help individuals against developing PTSD (Duan, Guo, & Gan, 2015).  
Resilience is a broadly defined dynamic process where individuals show positive 
adaptation despite experiencing significantly adverse life events (Steger & Park, 2012).  Steger 
and Park described resilience as a trajectory, defined as “a relatively flat level of functioning 
over time” (p. 177) rather than a static variable.  The authors argued that resilient people 
experience temporarily elevated distress when an adverse event happens but their distress 
declines over time reflecting their normal variation in mood, distress, and functioning.  Refugees 
are a vulnerable population who may be victims of multiple traumatic events and face many 
migration living difficulties prior to arriving in the host country.  They are often displaced and 
come from different regions where different psychosocial and political problems are prevalent, 
such as long periods of conflict/war, migration, lack of resources, or lack of social support.  
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Refugee vulnerability includes a combination of internal factors including being female, low 
sense of safety, psychiatric history, negative self-appraisal, as well as external characteristics, 
such as low educational level, immigration status, previous trauma, trauma severity, level of 
social support (Ahmed, 2007).  Resilience among refugees can be evaluated based on these 
internal and external factors (Ahmed, 2007). 
Previous studies predominantly focused on factors that make refugees more vulnerable 
for developing PTSD and other psychological disorders.  Nonetheless, limited research has 
studied resilience as a potential protective factor among refugees (e.g., Arnetz, Rofa, Arnetz, 
Ventimiglia, & Jemil, 2013; Bonanno & Mancini, 2012; Ssenyonga, Owens, & Olema, 2013).  In 
a study of Iraqi and non-Iraqi Arab immigrants, resilience was an inverse predictor of 
psychological distress (Arnetz et al.).  Consistent with previous studies (e.g., Klasen et al., 2010), 
resilience and posttraumatic growth, were protective factors against PTSD in a sample of 
Congolese refugees (Ssenyonga et al).  Thus, to capture the post-trauma factors experienced by 
refugees, the current study will focus on post-migration living difficulties related to PTSD.   
 Meaning-Making Model 
Park’s meaning-based theory of trauma argues that distress due to traumatic life events 
results from the violation of an individual’s global beliefs and goals (Park & Folkman, 1997).  
Park and Folkman (1997) proposed a model of meaning making to understand this process.  
Meaning-making refers to working to regain global life meaning when it has been disrupted by a 
major traumatic life event (Park, 2010; Park & Ai, 2006).  Meaning making involves 
understanding and reinterpreting the traumatic situation in a different way to rearrange one’s 
core beliefs and goals, which were once violated, to regain control again (Park, 2010).  When 
individuals encounter traumatic life events, they appraise the meaning of the event, by asking 
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“What has happened?” (Park & Ai, 2006, p. 392).  The extent to which this appraised meaning is 
discrepant from the global meaning determines how much discomfort or distress one would 
experience, which “reflects loss of sense of control, predictability, or comprehensibility of the 
world” (Park & Ai, 2006, p. 392).  Those who experience discrepancy between global meaning 
and appraised meaning after a traumatic life event may experience more distress as a result 
(Davis, Wortman, Lehman, & Silver, 2000).  Similarly, Steger and Park (2012) argue that the 
meaning-making model could explain the discrepancy between those who experience 
posttraumatic trajectories and those who do not.  Thus, when resilient people experience 
traumatic life events that violate their global beliefs, their global meaning-making system would 
readily accommodate the new events, causing little distress.  On the other hand, if their meaning-
making system is not constructed adaptively, posttraumatic distress should be evident.  
Meaning-based theories of trauma have investigated the meaning-making model with the 
military veteran population and found meaning-making to be a protective factor against 
developing posttraumatic stress as well as experiencing posttraumatic growth (Park & Ai, 2006).  
So far, few studies have explored the role of meaning-making as a protective factor against 
developing PTSD among refugees and no study has yet explored directly the role of meaning-
making against developing PTSD as well as facilitating posttraumatic growth among refugees.  
Thus, the current study will use a measure of meaning made (Bonanno, Brewin, Kaniasty, & La 
Greca, 2010; Holland, Currier, Coleman, & Neimeyer, 2010; Park & Folkman, 1997) to 
understand trauma development in refugees who are residing currently in Europe.  Furthermore, 
the current study will explore the role of meaning made as a protective factor against developing 
PTSD as well as a facilitator of PTG among Eritrean refugees.  
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Social Support  
 In addition to the personal qualities of optimism, adaptability, hopes, refocusing on the 
future, sense of control, active coping rather than victimization, and perseverance, external social 
support systems are prominent in the construction of resilience among refugees (Hutchinson, 
2012).  For example, a qualitative study among Bosnian refugee women indicated that support 
from their spouses, children and family played a key role in developing resilience (Hutchinson, 
2012, Hutchinson & Dorsett, 2012).  Social support could be considered as a foundation of 
resilience and meaning-making among refugees.  In different studies, the theoretical formulation 
of social support has been documented either as interactive (stress buffer) or additive (the main 
effect model) (Kaniasty, 2005).  In times of adversity, a person’s sense of meaning in life 
emerges from interaction and identification with family and cultural systems (Chung, Bemak, & 
Wong, 2000; Miller et al., 2002).  
It has been widely reported that the refugee experience disrupts family and cultural 
systems and separation from the family and ethnic community when they get displaced from 
their homes or countries.  This is particularly so in the African context where there are large 
cultural differences in mainstream European cultures that can challenge the sense of identity and 
belonging.  The purpose or meaning of life is often built on a broad sense of identity and 
belongingness.  Trauma and the stressors of living in exile change the way of thinking not only 
of the past, but also of the present and the future. Traumatic experiences often challenge a 
person’s belief in the world (Mollica, Sarajlic, Chernoff, & Lavelle; Silove, 1999).  It has been 
argued that the inability to regain this sense of identity, agency and meaning in life can lead to 
feelings of aimlessness, helplessness and powerlessness (Silove, 1999).  Such feelings can 
manifest in poor social functioning and include symptoms of apathy, low energy, social 
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withdrawal and impairment of daily roles such as parenting (Crossley, 2000; Mollica, McInnes, 
Poole, & Tor, 1998).  Conceptualizing the mental health of refugees requires the recognition of 
the role of both pre-migration trauma and post-migration stressors and that psychological distress 
can manifest in various ways depending on the biopsychosocial context.  
Post-traumatic Growth (PTG) 
In trauma studies, one of the common reasons documented as a cause of PTSD is 
threatened individuals’ core beliefs about the world.  In the process of modifying their 
assumptions about the world, individuals may reexamine many aspects of their lives, which may 
help to identify personal strengths, relationships with others, gratitude, spirituality, and new 
possibilities for growth (Tedeschi & Calhoun, 1996).  In spite of being exposed to an 
overwhelming traumatic event, some people report positive personal changes related to the 
highly negative event, which is often referred to as posttraumatic growth (PTG) (Tedeschi & 
Calhoun, 1995, 2004; Teodorescu et al., 2012).  Posttraumatic growth is a potential outcome of 
the effort to redefine or modify these core beliefs about the world (Calhoun & Tedeschi, 2006).  
Supporting evidence indicates strong correlates and protective factors of trauma, such as 
meaning-making, social support (Linley & Joseph, 2004), coping strategies (mainly, emotion-
focused coping), resilience, strong belief systems (Brune et al., 2002), hope, and affect 
regulation.  The current study will address meaning made and social support as protective factors 
against PTSD symptom severity and facilitators of PTG.  For example, in a U.S. veteran sample 
who were screened positive for PTSD, over two-third of the sample reported at least moderate 
PTG in relation to their traumatic event (Tsai, El-Gabalawy, Sledge, Southwick, & Pietrzak, 
2015).  Further, the authors reported that individuals’ greater social relationship and purpose in 
life were independently associated with PTG.  In a similar study, combat exposure, 
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psychopathology, psychosocial functioning, social support and PTG were assessed among 
Operations Eduring Freedom and Iraqi Freedom U.S. veterans (Pietrzak et al., 2010). Among 
other findings, the authors reported that individuals with high PTSD symptoms, higher 
perceptions of support and perseverance were significantly related to PTG.  In another study 
conducted among traumatized outpatient refugee population, about one-third of the patients 
reported posttraumatic growth related to the traumatic life events (Teodorescu et al., 2012).  The 
study further showed that posttramatic growth was positively associated to quality of life and 
negatively related to post-migration stressors.  
The Present Study 
Previous studies reported that making meaning in traumatic life events plays a significant 
role in protecting combat veterans from suffering from PTSD and in facilitating PTG as a result 
of exposure to traumatic life events (Davis, Nolen-Hoeksema, & Larson, 1998).  However, no 
previous study could be found that has addressed the role of meaning-making as a protective 
factor against developing traumatic reactions, and as a facilitative factor of posttraumatic growth 
among refugees.  Therefore, the purpose of the present study is to investigate the set of 
relationships shown in Figure 1 among Eritrean refugees.  The basic relationship of interest is 
shown along the center-line of the figure.  Traumatic life experiences of refugees (a) are 
hypothesized to relate to (b) PTSD symptoms, (c) anxiety, and (d) depression; which in turn lead 
to (e) post-traumatic growth.  This three-stage model of causal links are hypothesized to be 
influenced by two moderator variables, (f) social support and (g) meaning made.  The four 
moderator paths are labeled M1 and M2 in Figure 1.  The study will examine the role of meaning 
made and social support as protective factors against developing posttraumatic stress disorder 
and negative psychological outcomes, namely, depression and anxiety.  
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The study will test these specific hypotheses: 
1. Negative life events (post-migration living difficulties) will be significantly associated 
with symptom severity of all three negative outcomes (b) PTSD, (c) anxiety, and (d) depression. 
2. The link between negative events and PTSD symptoms (a  b) will be significantly 
buffered by M1 social support and M2 meaning made. 
3. The link between traumatic events and anxiety (a  c) will be significantly buffered 
by M1 social support and M2 meaning made. 
4. The link between traumatic events and depression (a  d) will be significantly 
buffered by M1 social support and M2 meaning made. 
5. The likelihood that PTSD symptoms eventually lead to posttraumatic growth (b  e) 
will be moderated by the protective factors of M1 social support and M2 meaning made. 
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Chapter 2 
Method 
Participants 
Eritrean refugees (N = 135) currently residing in Europe were recruited through paper 
and pencil as well as online solicitations.  All participants were 18 years old and older (M = 
30.14, SD = 6.97, range between 18 - 56) and the majority were male (n = 95); 10 participants 
did not identify their gender.  In addition, 79 participants reported that they were legal residents, 
while 17 were not legal residents.  With regard to military history, 67 indicated as veteran status, 
while 31 reported no military history.  Further, 16 participants reported that they had been 
exposed to war or conflict while the majority (n = 77) did not.  Moreover, the mean years of 
residence in current country was 3.60 (SD = 2.28, range 1-9).  
Outcome Measures 
Life Events Checklist for DSM-5: (LEC-5; Weathers et al., 2013) is a self-report 
measure designed to screen for potentially traumatic events in a respondent’s lifetime.  The LEC-
5 is a revised version of LEC (which had been based on the DSM-IV) with 17 items with 4 
response options measuring life events that potentially result in PTSD or distress.  Respondents’ 
check each item as Happened to me, Witnessed it, Learned about it, Part of my job, Not sure, 
Doesn’t apply.  Sample items include, Assault with a weapon (for example being shot, stabbed, 
threatened with a knife, gun, bomb), and combat or exposure to war-zone (in the military or as a 
civilian).  The LEC was computed using dichotomized items (“happened to me and/or 
witnessed” versus all other response categories) (APA, 2013; Fazel, Doll, & Stein, 2009; Gray, 
Litz, Hsu, & Lombardo, 2004).  In a sample of undergraduate students (Gray, et al., 2004), the 
LEC was significantly related with PTSD as measured by the PTSD Checklist-Civilian (r = -.48) 
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and in the same study with a veteran sample, the LEC was significantly associated with 
depression (r = -.32) as measured by the Beck Depression Inventory, Anxiety (r = -.27) as 
measured by Beck Anxiety Inventory, and the Clinician Administered PTSD Scale (r = -.39).  In 
the current study, using a dichotomous response, Cronbach’s alpha for the LEC was .90. 
PTSD Checklist for DSM-5 (PCL-5).  Posttraumatic stress disorder symptoms was 
assessed using the PTSD Checklist DSM-5 (PCL-5; Weathers, et al., 2013), which includes 20 
self-report items, each following this stem: “In the past month, how much were you bothered by: 
____.”  An example item is “Repeated, disturbing, and unwanted memories of the stressful 
experience?”  Each item is rated on a scale from 0 (not at all), 1 (a little bit), 2 (moderately), 3 
(quite a bit) to 4 (extremely), and total PTSD symptom severity scores will be calculated by 
summing these ratings.  Participants were asked to indicate the degree to which they were 
distressed by each of the symptoms of PTSD listed in the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5; 2013).  The new PCL-5 has not been tested for 
its psychometric properties; however, in a sample of veterans from multiple conflicts, the total 
PCL-5 showed high internal consistency (r = .95) (Weathers et al).  In addition, the PCL-5 
showed good convergent validity (r = .75) with the Clinician Administered PTSD Scale-IV 
(Blevins, Weathers, Davis, Witte, & Domino, 2015).  The National Center for PTSD has 
suggested an optimal cut-off point of 33 to make a provisional diagnosis of PTSD.  The current 
study reported a Cronbach’s alpha of .93 for the full scale, and .86, .72, .82, and .84 for re-
experiencing, avoidance, negative alterations in cognition and mood, and alterations in arousal 
and reactivity subscales, respectively.  
Post Migration Living Difficulties Scale (PMLD) (Sinnerbrink, Silove, Field, Steel, & 
Manicavasagar, 1997) was utilized to assess current stressors and difficulties faced by the study 
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participants since they migrated to Europe.  The PMLD has a total of 25 items and yields a total 
score for the five subscale scores, which measure (a) financial (e.g., Being unable to find work); 
(b) health (e.g., Poor access to medical care); (c) family and relational (e.g., Separation from 
family); (d) discrimination (e.g., discrimination); and (e) immigration stressors (e.g., Fears of 
being sent home).  Participants respond on a five-point scale ranging from 0 (No problem), 1 (A 
little Problem), 2 (Somewhat of a problem), 3 (A fairly big problem), to 4 (Serious problem).  A 
high total score indicates a high amount of post-migration stress.  This questionnaire has been 
previously used among African refugee populations; however, no reliability or validity of the 
measure was reported (Schweitzer et al., 2006).  In addition, PMLD was significantly related 
with PTSD as measured by the PCL-5 (r = .25), depression as measured by HSCL-25 (r = .31), 
and the Integration of Stressful Life Experience (r = -.27).  A Cronbach’s alpha of .90 was 
achieved for the current study.  
Hopkins Symptom Checklist-25 (HSCL-25; Mollica et al., 1991) was developed to 
identify symptoms of anxiety and depression.  The shortened version was derived from the 90-
item questionnaire (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974).  It has 25 items 
divided into two parts.  Part I has 10 items for the Anxiety subscale (e.g., I get very frightened or 
have panic feelings for apparently no reason at all) and Part II has 15 items for the Depression 
subscale (e.g., I have lost interest in things).  Each item is rated on a four-point scale of 1 (Not at 
all), 2 (A little), 3 (Quite a bit), 4 (Extremely), in the period of reference of the past week.  
Scoring for the full scale is made based on the average of the 25 items. Similarly, individual 
subscale scores are calculated based on the average of the total subscale items.  The total score is 
highly correlated with severe emotional distress of unspecified diagnosis, and depression score is 
correlated with major depression as defined by the Diagnostic and Statistical Manual of Mental 
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Disorders of the American Psychiatric Association, 4th edition (DSM-IV, APA, 1994). A 1.75 
cut-off point has been recommended as a criterion based on different diagnostic interviews 
around the world (Mollica, Wyshak, De Marneffe, Khuon, & Lavelle, 1987), which means that 
an individual who score greater or equal to the cut-off score has a probable depression and/or 
anxiety. In a sample of Kosovo war affected families, a Cronbach’s alpha of .83-.93 for the 
anxiety subscale, and .90-.93 for the depression subscale were reported (Schick, Morina, 
Klaghofer, Schnyder, & Müller, 2013).  The HSCL has been translated into different languages 
and has been used in different cultural contexts (Mollica et al., 1987).  Internal consistency of 
alpha .92, .89 and .87 was achieved for the full scale, depression and anxiety subscales, 
respectively. 
Meaning in Life Questionnaire (MLQ; Steger, Frazier, Oishi, & Kaler, 2006).  The 10 
items of the MLQ are designed to assess two dimensions of meaning.  The Presence of Meaning 
dimension (MLQ-P) contains five items that measure the degree to which a person feels they 
have achieved meaning in life (e.g., “My life has a clear sense of purpose”).  The five-item 
Search for Meaning dimension (MLQ-S) assesses the extent to which an individual is continuing 
to attempt understand the meaning of one’s life (e.g., “I am searching for meaning in life”).  
Ratings are made on a 7-point scale indicating “Absolutely untrue” (1), “mostly untrue” (2), 
“Somewhat untrue” (3), “Can’t say True or False” (4), “Somewhat true” (5), “mostly true” (6), 
“Absolutely true” (7), and scores are reported as means.  Internal reliability for both subscales in 
past research was .86 (MLQ-P) and .87 (MLQ-S) (Steger et al., 2006).  In an undergraduate 
student sample MLQ significantly predicted PTSD (r = -.25) and depression (r = -.30) (Lancaster 
& Carlson, 2015). In addition, in a study of Chinese international students, MLQ-P significantly 
related with PTG (r = -.68) (Pan, 2015).  In a different study with a veteran sample, MLQ-P was 
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significantly related to PTSD (r = -.47) as measured by Posttraumatic Stress Disorder Checklist 
(PCL-S) and depression (r = -.61) as measured by the Depression Subscale of the Depression 
Anxiety Stress Scale-21 (Blackburn & Owens, 2014). Cronbach’s alphas of .81 and .89 were 
found for MLQ-P and MLQ-S, respectively.  
Integration of Stressful Life Experiences Scale (ISLES; Holland, Currier, Coleman, & 
Neimeyer, 2010).  The ISLES has 16 items with two factors (i.e., Footing in the world and 
Comprehensibility) assessing meaning-making after experiencing stressful life stressors (Holland 
et al., 2010, 2014).  The Footing in the World subscale (ISLES-FW) has 11 items (e.g., Since this 
event, the world seems like a confusing and scary place), and the Comprehensibility (ISLES-C) 
has five items (e.g., I have made sense of this event).  Participants respond on a five-point Likert 
scale, from 1 (Strongly agree), 2 (Agree), 3 (Neither agree nor disagree) 4 (Disagree), to 5 
(Strongly disagree), with regard to the most stressful life event they experienced in the past two 
years.  In two samples of young adults who (a) experienced a variety of stressors, and (b) 
experienced a recent bereavement, reported Cronbach’s alphas were .93 - .94, .80-.85, .92- .94, 
for the footing in the world, comprehensibility, and full scale, respectively.  Test-retest 
reliability, 3-months after the initial assessment was r = .57-.59 for footing in the world subscale, 
r = .48- .57 for comprehensibility, and r = .57 for the full scale (Holland et al).  Holland et al. 
reported that the total scores of the ISLES significantly related with more positive world 
assumptions about benevolence (r = .19) and self-worth (r = .26) as measured by the World 
Assumptions Scale in a sample of young adults who experienced a variety of stressors.  In 
addition, the ISLES was significantly related to depression (r = -.53) as measured by the Patient 
Health Questionnaire and PTSD (r = -.69) as measured by the PTSD Checklist-Civilian version 
in a sample of Iraq and Afghanistan U.S. veterans (Currier, Holland, Rojas-Flores, Herrera, & 
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Foy, 2015). In the current study, Cronbach’s alphas of .92, .92. and .77 were reported for the full 
scale, ISLES-FW and ISLES-C, respectively.  
Social Provisions Scale (SPS, Cutrona & Russell, 1987) is a 24-item self-administered 
measure of six perceived support functions, designed for use in the general population (Cutrona 
& Russell, 1987).  Each subscale has four items rated on a three-point strength of dis/agreement 
response format: 1 (Strongly agree), 2 (Agree), 3 (disagree) 4 (Strongly disagree).  Sample items 
for the subscales are as follows: Reassurance of worth (e.g., There are people who admire my 
talents and abilities); Guidance (e.g., There is a trustworthy person I could turn to for advice if I 
were having problems); Reliable alliance (e.g., There are people I can count on in an 
emergency); Opportunity for nurturance (e.g., I feel personally responsible for the well-being of 
another person); Attachment (e.g., I have close relationships that provide me with a sense of 
emotional security and well-being); and Social integration (e.g., I feel a part of a group of people 
who share my attitudes and beliefs).  After reverse coding of the negatively worded items, 
subscale scores are obtained by summing up responses to individual item scores.  Similarly, the 
SPS total score is calculated by summing all items after appropriate reverse coding.  Based on a 
diverse sample, including students, nurses, and public school teachers, the SPS showed a 
combined Cronbach’s alpha of .92 (Cutrona & Russel, 1987).  The internal consistency of the 
subscales ranged from .65 to.76.  The convergent and divergent validity of the SPS was provided 
based on 242 college students comparing with measures of social desirability, psychological 
distress, personality factors, and social skills.  The results showed that SPS scores were lower 
than the correlations between SPS scores and other validity social support measures, including 
satisfaction with support, number of supportive persons, number of helping behaviors, and 
attitudes toward support (Cutrona & Russell, 1987).  In a community sample, the SPS was 
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significantly associated with depression (r = -.41) as measured by the Center for Epidemiologic 
Studies Depression Scale (CES-D) (Cutrona & Russell, 1987).  A Cronbach’s alpha of .81 was 
reported in the current study.  
Posttraumatic Growth Inventory (PTGI, Tedeschi & Calhoun, 1996).  The 21-item 
PTGI assesses five domains of potential growth after stressful events (i.e., Relating to Others, 
Personal Strength, New Possibilities, Spiritual Change, and Appreciation of Life) that were 
identified by exploratory factor analysis with a sample of American university students 
(Tedeschi & Calhoun, 1996) and validated by confirmatory factor analyses with another 
university sample (e.g., Taku, Cann, Calhoun, & Tedeschi, 2008).  Participants indicate the 
degree to which they experienced each of 21 changes as a result of the most stressful life event 
that they had identified on a 6-point scale, from 0 (Not at all), 1 (Very small degree), 3 (Small 
degree), 4 (Moderated degree), 5 (Great degree), 6 (Very great degree).  In the original sample 
of university students, internal consistency of the PTGI was reported as satisfactory  = 90 for 
the total scale,  = .85 relating to others,  = .84 new possibilities,  = .72 personal strength,  = 
.85 spiritual change, and  = .67 appreciation for life, and test-retest reliability was .71 over a 
two-month period (Tedeschi & Calhoun, 1996).  However, in a different sample, Chinese cancer 
survivors, using a translated PTG, a Cronbach’s alpha of .76, .79, .63, .37, .63 for the subscales 
of Relating to others, New possibilities, Personal strength, Spiritual change, and Appreciation for 
Life (Ho, Chan, & Ho, 2004).  The authors also reported that the original factor structure of the 
PTGI did not apply to the cancer patients.  Thus, they recommended dichotomous factors for 
PTGI and found  = .70 (Interpersonal) and  = .80 (Intrapersonal).  In a sample of 
undergraduate students (Triplett, Tedeschi, Cann, Calhoun, & Reeve, 2011), PTG was 
significantly related with Meaning in Life-Presence (r = .27).  In addition, in a study of Iraqi 
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students who experienced war related adversities, PTG was significantly related to PTSD (r = 
.22) as measured by the Traumatic Stress Symptom Checklist (Magruder, Klic, & Koryurek, 
2015).  An internal consistency of .90 was found for the PTGI in the current study.  
Demographic Questionnaire: Demographic information about the participants were 
collected using a questionnaire developed by the researcher which asked about (1) gender, (2) 
age, (3) education, (4) place of residence, (5) duration of residence in the current European 
country, (6) marital status, (7) asylum status, (8) exposure to war/conflict, (9) military history, 
(10) legal status, (11) Lampedusa survivors. 
Procedures 
The current study employed a number of measures standardized in the Western culture 
and administered in English.  Using translation and back translation method, all the measures 
were translated to Tigrigna, an official language of Eritrea (Brislin, 1970). Five English-Tigrigna 
(E-T) bilinguals, educational level ranging from Masters to Ph.D., as well as two English 
monolinguals, with a Masters and PhD were involved in translation and back translation of the 
questionnaires.  The translation and back-translation procedures were performed in four steps 
(Brislin, 1970).  In the first step, an English-Tigrigna bilingual translated the questionnaires from 
English to Tigrigna. In step 2, another E-T bilingual checked the grammatical style and 
comprehensibility of the translated measures.  Step 3 was a blind back-translation and 3 E-T 
bilinguals back translated the Tigrigna version into English.  In the fourth step, two English 
monolinguals compared the original English measures with the translated measures checking for 
linguistic and cultural equivalence.  If any error was identified or discrepancy between the 
original and back translated measures, the questionnaires were forwarded back to Step 1. Each 
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translated measure was checked for consistency and Cronbach alpha was reported in the current 
sample.  
The data collection was accomplished using a paper and pencil as well as a web-based 
survey via “Qualtrics.”  Survey packages were distributed to potential participants through a link 
posted on Facebook as well through several contact persons at different research sites.  The link 
for the research announcement stated briefly what the project was about, directed participants to 
the first page of the survey, which included the informed consent.  When the participants 
indicated their consent by clicking the “Yes” box on the consent form, then the initial page of the 
survey instrument appeared.  If the participant clicked “No” on the consent form, the browser 
window presented a “Thank you” note and directed them out of the survey.  At the end of the 
consent form, the participants were told that they had an opportunity to stop any time they wish.  
In addition, participants were provided links for mental health services they could use if they 
wished.  
For participants who participated through paper and pencil format, a contact person at 
each research site distributed the questionnaires.  Each participant was provided the survey 
package with an empty envelope.  Participants were told in the consent form to put the survey 
back in the envelope after completing it, and seal the envelope before returning it to the contact 
person. Participants were also informed not to write any identifiable information inside or 
outside the envelope.  All the information collected from the participants were downloaded from 
Qualtrics with a code number that did not, in itself, provide any information about their identity.  
Thus, all the information was kept confidential and anonymous.   
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Chapter 3 
Results 
Data screening and preparation  
Prior to analysis, all variables were screened for missing values, outliers, the fit between 
the variables of distributions and assumptions of normality.  Descriptive statistics for 
demographics and variables of interest, as well as correlations among variables can be found in 
Table 1, Table 2, and Table 3.  Several cases evidenced missing data, largely because many 
participants left the surveys blank.  PCL-5, LEC-5, SPS, PTGI, MLQ-P, MLQ-S, ISLES, and 
PMLD scores were not normally distributed (skewness & Kurtosis > 2, Tabachnick & Fidell, 
2001).  Thus, the Mann-Whitney U test, which does not require normal distribution of data was 
used to compare mean rank scores of the variables of interest for all demographic variables.  
Participants with greater than 20% of missing items were excluded from all analysis.  
Missing values with less than 20% missing items were estimated using SPSS EM procedure 
(Tabachnik & Fidell, 2007), which is a preferred method for imputing missing data because it 
adds residual variance to the imputed values (Enders, 2003).  For participants with less than 20% 
of responses missing, values were assumed to be missing completely at random (MCAR).  
Preliminary analysis  
Bivariate correlational analysis was completed (see Table 3) to explore the relationship 
among the 12 variables of interest.  Due to a high number of correlations and inflation of 
experiment-wise error, only correlations with p < .001 will be discussed.  Some of the most 
noteworthy findings can be seen in the table, for example, PTSD (PCL-5) was significantly and 
negatively correlated with meaning made (ISLES; p = .000), presence of meaning in life (MLQ-
P; p = .000), and social support (p = 000), however, it was not significantly related to 
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posttraumatic growth (p > .05) and the number of traumatic life events (LEC; p > .05).  
Posttraumatic growth was significantly and positively related with social support (p = .000) and 
presence of meaning in life (p = .000).  
A one-way multivariate analysis of variance (MANOVA) was conducted to explore 
potential differences based on legal residence, military history, asylum status, exposure to war, 
and sex.  Results indicated that a significant difference existed based on legal residence, Pillai’s 
trace = .22, F(11,84) = 2.12, p = .028.  Univariate analyses indicated that there was a significant 
difference in post-migration living difficulties (p = .001) between legal and illegal residents.  
Also, MANOVA results suggested a significant difference in military history, Pillai’s trace = .26, 
F(11,88) = 2.81, p = .024.  Univariate analyses indicated a significant difference existed on 
social support (p = .018), presence of meaning made (p = .026), and posttraumatic growth (p = 
.008) between refugees who had a military history (veterans) and civilians. However, there was 
no significant difference between refugees who were granted an asylum and those who were not, 
Pillai’s trace = .07, F(11,82) = .53, p = .877.  Similarly, the analysis showed no significant 
difference between refugees who were exposed to conflict or war and those who did not, Pillai’s 
trace = .11, F(11,81) = .92, p = .525 as well as between male and female refugees, Pillai’s trace = 
.10, F(11,108) = 1.05, p = .405.  Table 2 reports means and SD’s for legal residence, sex, 
exposure to war, and asylum status.  
Traumatic events and mental health  
The National Center for PTSD proposed that a tentative cut-point of 33 can be used to 
determine the presence of symptoms of PTSD using the PCL-5 (Weathers et al, 2013).  Majority 
of the refugees (85.2%) in the current study showed symptoms of PTSD.  Similarly, a 1.75 cut-
off point has been recommended for the Hopkins Symptom Checklist (HSCL) as a criterion to 
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determine symptoms of anxiety and depression (Mollica et al., 1987).  Descriptive analysis of the 
HSCL-Anxiety and HSCL-Depression indicated that the majority of the refugees showed high 
levels of anxiety symptoms (69.6%, M =2.08, SD = .68) and depression (71.9% M = 2.16, SD = 
.64).  Furthermore, 63.7% of the refugees reported that they either witnessed or experienced at 
least one traumatic life event.  Over one-third (38.5%) of the sample reported physical assault, 
such as being attacked, hit, slapped, kicked or beaten up, and 27.4% reported sexual assault 
including rape, attempted rape, or being made to perform any type of sexual act through force or 
threat of harm (see figure 3).  Similarly, 86% reported that they are unable to return to their 
family in times of emergency, while 83.7% worry about their family who are in their home 
country (see figure 3).  Other most commonly reported stressors were separation from family 
(79.2%), being unable to find work (72.2%), and loneliness and boredom (67.4%).   
The distribution of data for PTSD, anxiety and depression was not normal; thus, non-
parametric statistics were used to determine if the number of post-migration living difficulties 
was associated with depression, anxiety, and PTSD.  We grouped scores in anxiety, depression, 
and PTSD in to two categories.  Those who scored above the median score of 1.75 on the HSCL 
were coded as 1, and those who scored below the median of 1.75 were coded as 0.  Mann-
Whitney U test were performed to examine the impact of post-migration living difficulties on 
mental health (PTSD, anxiety, and depression).  PMLD was higher for individuals with higher 
depression (Mdn ≥ 1.75, U = 1317.00, p = .01) than lower depressive scores; however, was not 
different for anxiety (Mdn ≥ 1.75, U = 1533.00, p = .059) or PTSD (Mdn ≥ 1.75, U = 847.50, p = 
.061).   
In addition, we dummy coded educational level: 0= lower educational level (elementary 
or below to high school) and 1 = higher educational level (2-year college or higher).  A Mann-
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Whitney U test was conducted to examine the differences between educational level, PTSD, 
anxiety, depression, meaning made, and meaning in life.  Descriptive statistics showed that 
individuals with lower educational level (mean rank = 77.05) scored significantly higher than 
those with higher education (mean rank = 61.78) on PTSD symptom scores (U = 1702.00, p = 
.026, Z = -2.23, r = -.20).  Similarly, refugees with lower educational level showed significantly 
higher levels of anxiety (mean score = 81.53) compared to refugees with higher education (mean 
score = 58.01; U = 1401.00, p = .000, Z = -3.58, r = -.31).  Likewise, refugees with lower 
education levels scored significantly higher (mean rank = 78.51) on depressive symptoms than 
those with higher education levels (mean rank = 60.78, U = 1622.00, p = .000, Z = -2.59, r = -
.22).  Refugees with lower educational level scored lower on posttraumatic growth as measured 
by the PTGI (mean rank = 59.13) compared to refugees with higher education (mean rank = 
74.10).  The Mann-Whitney U test was statistically significant (U = 17012.00, p = .029, Z = -
2.19) and the difference between low and high educational level groups was small (r = -.19).  
However, there was not a significant difference between the two groups in term of presence of 
meaning on the MLQ (U = 1830.50, p = .098, Z = -1.66), and meaning made as measured by the 
ISLES (U = 1775.50, p = .057, Z = -1.90).   
Tests of Hypotheses 
To test hypothesis one that post-migration living difficulties (PMLD) will be significantly 
associated with symptoms of PTSD, anxiety, and depression, a bivariate correlational analysis 
was conducted.  PMLD was significantly correlated with PTSD (r = .31, p = .01), depression (r = 
.37, p = .000), and anxiety (r = .21, p = .024). 
To test hypotheses 2 to 5, using the PROCESS macro (Hayes, 2013), the moderation 
analysis was conducted using variables of social support (M1) and meaning made (M2) measured 
24 
using the ISLES and MLQ-P scales.  To test the moderating role of meaning made between 
traumatic life events and PTSD, the overall model showed that the number of traumatic life 
events and social support significantly predict PTSD symptoms, F(3,90) = 12.29, p = .0000, R2 = 
.26.  Traumatic life events and meaning made were unique predictors of symptoms of PTSD, b = 
1.02, t(90) = 3.09, p = .0026, meaning made, b = -.45, t(90) = -3.96, p = .0002.  However, the 
interaction between traumatic life events and meaning made was not significantly related with 
symptoms of PTSD, ∆F(1,90) = 1.88, p = .1733.  The Johnson-Neyman conditional effect, 
however, shows that slopes for traumatic life events predicting PTSD symptoms at each level of 
meaning made (moderator) were different (see Table 6 and 7).  
For refugees with low levels of meaning made, there was a significant relationship 
between traumatic life events and symptoms of PTSD, b = 1.44, t(90) = 2.76, p = .007.  
Similarly, for refugee with moderate levels of meaning made, there was a significant relationship 
between traumatic life events and symptoms of PTSD, b = 1.02, t(90) = 3.09, p = .0026.  
However, for individuals with high levels of meaning made, there was no significant relationship 
between traumatic life events and symptoms of PTSD, b = .60, t(90) = 1.64, p = .1033.  More 
specifically, meaning made, traumatic life events and symptoms of PTSD were significantly 
related, t(90) = -1.99, p = .05, b = .68.  Thus, as levels of meaning made decrease, the 
relationship between traumatic life events and symptoms of PTSD becomes positive, b = 2.02, 
t(90) = 2.25, p = .0266. 
 The second moderation analysis was conducted using social support as a moderator 
between the number of traumatic life events and PTSD symptom severity.  The overall model 
indicated that social support and the number of traumatic life events were significant predictors 
of symptoms of PTSD, F(3,110) = 6.36, p = .0005, R2 = .13.  However, neither number of 
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traumatic life events [b = .67, t(110) = 1.80, p = .0747] nor social support [b = -.69, t(110) = -
1.62, p = .1075] were significant predictors.  Similarly, the interaction between number of 
traumatic life events and social support was not significantly related to PTSD symptom severity, 
∆F(1,110) = 1.06, p = .3061, ∆R2 = .02.  
 To test the third hypothesis that the relationship between the number of traumatic life 
events and anxiety will be significantly buffered by social support (M1) and meaning made (M2), 
a moderation analysis was conducted using PROCESS macro (Hayes, 2013).  Using social 
support as a moderating variable, the overall model was significant, F(3,135) = 6.25, p = .0005, 
R2 = .10.  In the next step, social support was not a significant predictor, b = .15, t(135) = .57, p = 
.7215, while number of traumatic life events was a significant predictor, b = .49, t(135) = .2.09, p 
= .0386.  In the final step, an interaction term between number of traumatic life events and social 
support was entered, which significantly accounted for 4% of the variance in anxiety total scores, 
∆F(1,131) = 4.05, p = .0461, ∆R2 = .04, b = 1.52, t(135) = 2.01.  However, the conditional effect 
shows that refugees with average to high perceived social support tended to show higher anxiety 
after experiencing or witnessing stressful life events (see Table 8 & Figure 2).  On the other 
hand, for individuals who scored low on social support, anxiety scores were not significantly 
related.  
In the second analysis, meaning made was used as moderating variable to test the 
relationship between number of traumatic life events and anxiety.  The overall model showed 
that meaning made was significant, F(3,131) = 9.36, p = .0000, R2 = .17.  Both meaning made 
and number of traumatic life events were uniquely significant predictors, b = -.34, t(131) = -3.03, 
p = .003 and b = .65, t(131) = 2.79, p = .006, respectively.  However, in the final step, an 
interaction term between number of traumatic life events and meaning made was not significant, 
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∆F(1,131) = .01, p = .5176, ∆R2 = .01, b = -.29, t(131) = -.65.  Even though the interaction term 
was not significant, interestingly, the conditional effect indicated that low and average scores on 
meaning made were significantly related to higher anxiety symptoms after experiencing 
traumatic life events.  
 In the fourth hypothesis, social support and meaning made were used as moderating 
variables to test the relationship between the number of traumatic life events and depression. 
Social support as a moderating variable, the overall model was significant, F(3,131) = 25.95, p = 
.0000, R2 = .19.  Both social support, b = .72, t(131) = 5.28, p = .0000, and number of traumatic 
life events, b = .66, t(131) = 2.90, p = .0045, were significant unique predictors.  In the final step, 
the interaction between social support and number of traumatic life events was not significant 
∆F(1,131) = .31, p = .5797, ∆R2 = .00, b = .26, t(131) = .56.  As shown in Table 9, individuals 
with average to high scores on social support positively correlated with higher scores on 
symptoms of depression.  On the other hand, there was no significant difference in symptoms of 
depression between those who experienced traumatic life events and those who did not, when 
their social support was low. 
 Next, meaning made was entered as a moderator to test the relationship between number 
of traumatic life events and depression.  The overall model was significant and accounted for 
10% of the variance in the total depression scores, F(3,131) = 4.85, p = .0031, R2 = .10.  In the 
second step, meaning made, b = -.20, t(131) = -2.56, p = .0256 and number of traumatic life 
events b = .56, t(131) = 2.77, p = .0064 were uniquely significant predictors.  In the last step, the 
interaction between number of traumatic life events and meaning made was not significant, 
∆F(1,131) = .53, p = .4665, ∆R2 = .00, b = -.23, t(131) = -.73.  Refugees with scores low to 
average on meaning made (see Table 9) tended to score lower on symptoms of depression.  
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However, higher scores on meaning made were not significantly associated with lower scores on 
depression.  
To test the last hypothesis, a separate moderation analysis was conducted, using social 
support and meaning in life, as measured by the Meaning in Life Questionnaire–Presence 
subscale (MLQ-P).  The first analysis was conducted using social support as a moderating 
variable to investigate the relationship between symptoms of PTSD and posttraumatic growth 
scale (PTGI).  The overall model was significant, F(3,131) = 3.23, p = .0217, R2 = .07.  Social 
support was a unique significant predictor, b = .69, t(131) = 2.40, p = .0176; however, PTSD was 
not a significant predictor, b = .03, t(131) = .33, p = .7418.  In the final step, the interaction 
between social support and PTSD symptoms was not significant, ∆F(1,131) = .65, p = .4202, 
∆R2 = .01, b = .32, t(131) = .42.  
 In the second part of the analysis, using meaning in life as a moderator, the overall model 
was significant, accounting for 13% of the variance in the overall score of PTG, F(3,131) = 7.30, 
p = .0001, R2 = .13.  Both, meaning in life and PTSD symptoms were unique significant 
predictors, b = .26, t(131) = 4.54, p = .0000, b = .21, t(131) = .16, p = .0316, respectively.  The 
final model, with the interaction term between meaning in life and PTSD symptoms, was not 
significant, ∆F(1,131) = .02, p = .8745, ∆R2 = .00, b = .01, t(131) = .16.  Table 10 depicts the 
conditional effect of PCL-5 on PTG at different levels of the moderating variables.  Individuals 
with average scores on meaning in life significantly related with PTG scores 95% CI [.02 - .41] 
while low [-.08 - .48] and high [-.05 - .51] scores on meaning in life were not related.  
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Chapter 4 
Discussion 
Due to the nature of refugee migration, refugees are often exposed to multiple traumatic 
life events, including torture, systemic violence, and human rights violations (George, 2010, 
Kirmayer, 2006).  The traumatic experiences of refugees tend to be cumulative (Knipscheer, 
Sleijpen, Mooren, Heide, & Van der Aa, 2015).  These experiences challenge their sense of 
identity, well-being and meaning in life.  Even though the long-term effect of trauma on mental 
health is still debated, evidence suggests that mental health symptoms improve over time for the 
majority of individuals, but may remain a significant risk factor for a minority of individuals 
(Steel et al., 2002).  However, refugees report significantly higher symptoms of PTSD, 
depression and anxiety compared to the general population (Birman et al., 2008; Carswell, 
Blackburn, & Parker, 2011; Murray, Davidson, Schweitzer, 2010).  The current study results 
were consistent with previous studies (e.g., Silove et al., 1997; Zimbrean, 2014) in finding that 
the majority of the participants reported higher symptoms of anxiety, depression, and PTSD.  
One reason for the significant increase in symptoms of anxiety, depression, and PTSD could be 
post-migration living difficulties (Aragona, Pucci, Mazzetti, & Geraci, 2012).  Previous studies 
reported that refugees with post-migration living difficulties were more likely to have PTSD 
(Momartin, Steel, Coello, Aroche, Silove, & Brooks, 2006), as well as anxiety and depression 
(Schweitzer, Melville, Steel, & Lacherez, 2006) compared to refugees without difficulties.  For 
example, more than two-thirds of the refugees in the current study reported that they were 
worried about their family who were in their home country, unable to return to their family in 
times of emergency, separated from family, as well as unable to find work.   
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 In the initial stages of coping with multiple traumas, social support should play a role in 
helping refugees to regain emotional equilibrium (Kaniasty & Norris, 2008).  A person’s sense of 
meaning in life emerges from interaction and identification with family and cultural systems 
(Chung, Bemak, & Wong, 2000).  Therefore, disruption of family and cultural systems, as well 
as separation from family and native community may negatively affect mobilization of social 
support.  This negative effect is particularly relevant in the context of Eritrean refugees where 
there are large cultural differences with the mainstream European culture that might challenge 
the refugee’s sense of identity and belonging.  An individual’s meaning in life is often built 
based on a broad sense of identity and belonging, in which traumatic life experiences and life 
stressors challenge a person’s belief in the world (Mollica, Sarailic, Chernoff, & Lavelle, 2001).  
In the current study, one to two-thirds of the participants reported post-migration living 
difficulties including discrimination, fear of being sent home, isolation, and separation from 
family, which implies disruption in the support system.  Furthermore, refugees with lower 
educational level (less than high school) showed higher symptoms of PTSD, anxiety, and 
depression compared to those with high levels of education (higher than 2-year college).  More 
interestingly, refugees with lower levels of education reported lower posttraumatic growth.  In a 
mixed trauma sample, previous research (Linley & Joseph, 2004) found that educational level 
was significantly correlated with PTG, in which individuals with higher levels of education 
showed higher PTG.  
In order to further explain the present findings within the context of prior research, the 
path from traumatic life events to PTSD was considered.  The second hypothesis that integration 
of stressful life experience, or meaning made (ISLES), and social support (SPS) would moderate 
the relationship between traumatic life events and PTSD symptom severity was not 
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substantiated.  Both moderators were analyzed separately.  First, even though meaning made was 
not a moderating variable, both the number of traumatic life events and meaning made were 
significant predictors of PTSD symptom severity, accounting for 26% of the variance.   
Contrary to our hypothesis, social support was not a significant moderator between 
number of traumatic life events and PTSD symptoms.  Further, although significant correlations 
were found among social support, number of traumatic life events, and PTSD, both social 
support and number of traumatic life events were not significant unique predictors of PTSD 
severity.  Previous trauma research reported that perceived support was negatively correlated 
with trauma exposure, while received support was positively correlated with trauma exposure 
(Kaniasty, 2005).  This finding implies that social support declines initially after traumatic 
experiences which may contribute to higher stress rather than serving as a buffer.  For example, 
mobilization of social support may initially decline after a stressful event, such as disaster, which 
usually affects perceived social support and sense of companionship (Kaniasty, 2004).  
Considering the refugee experience, it is not uncommon to see post-migration difficulties, such 
as little help with welfare from charities, poor access to counseling services, discrimination, 
isolation, loneliness, and separation from family (Crepet et al., 2017).  The diminished interest in 
interpersonal activities, feeling isolated and detached from others, and social skills deficits may 
be particularly pervasive among refugees whose symptoms of PTSD, anxiety and depression 
may be extended over time (Marshall, Panuzio, & Niles, 2007).  On one hand, the complex 
interpersonal dynamics refugees face might create demands on their social network to an extent 
that the refugee might be perceived as a burden by their family members, close friends, 
neighbors, coworkers, etc.  On the other hand, the negative cognitions and appraisals may make 
it difficult for survivors of trauma to appreciate the support they might have from others.  
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The third hypothesis similarly used meaning made and social support as moderating 
variables between the number of traumatic life events and anxiety. Meaning made did not 
significantly moderate the relationship between the number of traumatic life events and anxiety; 
however, number of traumatic life events and meaning made were significant predictors 
accounting for 17% of the variance in anxiety.  Previous research with a college sample found an 
association between high scores in meaning made and low psychological distress (Holland et al., 
2010).  Similarly, the current study found that low to average scores on meaning made were 
associated with high scores on anxiety.  Contrary to previous studies (Holland et al.), high levels 
of meaning made were not associated with low anxiety scores.  In accord with our hypothesis, 
social support significantly buffered the relationship between number of traumatic life events and 
anxiety, accounting for a 10% increase of the variance in anxiety.  The direction of the 
relationship was contrary to our expectation, with higher scores on social support (average – 
high) correlated with higher scores on anxiety, while low perceived social support was not 
associated with low symptoms of anxiety.  In a similar study among asylum seekers, perceived 
social support did not predict a decrease in symptoms of anxiety (Khan, 2014).  One explanation 
could be a difference in attachment styles.  In a sample of married couples, examining the 
moderating role of perceived social support in the relationship between anxious attachment and 
physical and mental health outcomes, the authors found that anxious individuals reported poorer 
health even when perceived social support was high, while less anxious individuals’ health 
benefited from higher perceived support (Stanton & Campbell, 2014).  Even though social 
support has been linked with positive health outcomes (Stadler, Snyder, Horn, Shrout, & Bolger, 
2012; Uchino, 2004), perceived social support might not be enough to improve psychological 
distress when individuals experience multiple stressors (in this case traumatic life events).  
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Contrary to our fourth hypothesis, both social support and integration of stressful life 
experiences were not significant moderators of the relationship between traumatic life events and 
symptoms of depression.  Although the interaction between the predictor and moderators was not 
significant, both variables were significant predictors of depressive symptoms.  It seems that low 
scores on meaning made significantly affected the severity of depression symptoms.  On the 
other hand, similar to anxiety, high social support did not seem to be helpful in reducing 
symptoms of depression, but rather was associated with higher depression severity among the 
participants in the current study.  
Social support provides the opportunity to process events with others, which is crucial for 
trauma survivors.  In the last hypothesis, contrary to previous studies, social support was not a 
significant moderator between PTSD symptoms and PTG.  However, it was a unique predictor of 
PTG after controlling for PTSD symptoms.  Similarly, meaning in life also was not a significant 
moderator. In a closer look, however, average scores on MLQ-P were related with higher scores 
on PTGI, but low and high scores were not related to growth.  Previous studies (Larner & Blow, 
2011) reported that social support is crucial during the reappraisal phase, where individuals try to 
associate meaning to traumatic events.  Each refugee compares his or her appraised meanings 
with global meanings as he or she evaluates his or her traumatic life experiences that happened 
during pre-migration, during migration and post-migration.  The reappraisal process involves 
reconciliation of appraised and global meanings, which requires individuals to face difficult 
memories and emotions.  The reappraisal process is inherently social, which involves 
interpersonal (supported, challenged, discussed, and validated by others) and intrapersonal 
(wrestling internally) aspects.  Descriptives on the PMLD showed that the majority of the 
participants reported separation from family members (79.2%), loneliness and boredom (67.4%), 
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being or feeling alone (56.3%) and discrimination (48.9%).  These living difficulties seem to be 
some evidence that the support system of these refugees was interrupted, which might directly or 
indirectly affect the reappraisal process.  In a study on cancer patients, quality of social support 
and cognitive appraisal of their illness significantly predicted PTG (Tebbe, 2015).  However, 
further inquiry should examine the different levels of presence of meaning in relation to social 
support and posttraumatic growth among refugees.  
Limitation and Future Direction 
Interpretation of these data should be made within the context of the study’s strengths and 
limitations.  First, recall bias in reporting trauma events must be considered.  In addition, given 
the cross-sectional and correlational design, the findings do not imply causation and are not 
generalizable to the general population. Second, although the method of recruitment was 
random, the sample size was small which affected statistical power.  Due to the characteristics of 
the participants and general sensitivity of the variables of interest, a large number of participants 
did not complete the survey.  Anecdotal experiences indicated that the current educational level 
of participants, knowledge and computer skills, current political environment in their home 
country, current living difficulties in the host country, as well as length of the survey were some 
of the factors that affected response rate.  Future inquiries should consider these challenges to 
maximize response rate.  As a result, the findings of the current study should not be regarded as 
an indication of the prevalence of PTSD, anxiety, and depressive disorders in the general 
Eritrean refugee population.   
Further, the majority of the participants were trauma-exposed, based on a rigorous 
assessment of Criterion A (LEC-5, Weathers et al., 2013); and prevalence of a presumed PTSD 
diagnosis based on a PCL-5 score of 33 was 85.2%, indicating that a substantial proportion of 
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respondents reported high levels of PTSD symptoms (McDonald & Calhoun, 2010; Weathers et 
al).  Generalizability of the current results is also limited with respect to demographic variables 
such as age, race, ethnicity, and socioeconomic status, and future research using samples with 
greater diversity is warranted.  In addition, to the best of our knowledge, there has been no study 
in the literature that has differentiated acute, chronic, and late-onset PTSD diagnoses among 
refugees.  Thus, further inquiry should investigate the relationship between the different levels of 
the moderating variables and PTSD, anxiety, and depression severity.  
Furthermore, the translated measures reported excellent internal consistency and there is 
a growing evidence that shows clinical patterns across ethnic groups (e.g., Mollica et al., 1999), 
caution should be taken to apply western criteria for PTSD, anxiety, and depression across 
cultures (Summerfield, 1999).  In the current population, the diagnostic utilities of PCL-5 and 
HSCL-25 was not investigated.  Thus, the findings of the current study are not diagnostic in 
nature.  Thus, future research should utilize structured diagnostic interviews to ensure accuracy 
of symptom presentation and differential diagnosis (Kraemer, 1992).  Thus, these scores require 
replication, should not be reified, and even if replicated should be considered appropriate only 
for the populations and purposes for which they have been shown to be valid. 
 To our knowledge, this is the first comprehensive study among Eritrean refugee trauma 
sample.  Nonetheless, there is a considerable variability in rates of prevalence of PTSD, anxiety 
and depression among refugee’s studies (Hooberman & Rosenfeld, 2010).  Some of the reasons 
include difference in sampling strategies; measurement strategies (e.g., self-reported measures 
versus structured clinical interviews); latency of assessment and potential for recall bias, type of 
trauma and traumatic experiences including, pre-migration, migration, and post-migration 
experiences, as well as the inclusion and measurement of the DSM-5 clinically significant 
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impairment criterion.  A methodologically rigorous research is needed to further our 
understanding of the prevalence, course, phenomenology, and protective factors (Richardson, 
Frueh, & Acierno, 2011).  
Conclusion 
In summary, the findings of the present study strongly supported the relationship between 
post-migration living difficulties and symptoms of PTSD, anxiety, and depression.  Perceived 
social support and traumatic life events jointly accounted for symptoms of PTSD, anxiety, as 
well as depression.  Similarly, meaning made and traumatic life events accounted for symptoms 
of PTSD, anxiety, and depression.  However, social support was the only moderating variable 
between traumatic life events and symptoms of anxiety.  Further, although neither social support 
nor presence of meaning in life were significant moderators, PTSD symptoms and social support, 
as well as PTSD symptoms and presence of meaning in life were significant predictors of 
posttraumatic growth.  A more refined analysis is needed to identify the interrelations between 
levels of moderating variables (social support, meaning made, and presence of meaning in life) 
and outcome variables (PTSD, anxiety, depression and PTG).  Finally, there is a need for more 
methodologically consistent and rigorous research on the mental health of refugees, especially 
those exposed to multiple traumas.   
If findings of this study were confirmed by future research, important clinical 
implications would be suggested.  Considering the experiences of refugees, post-migration living 
difficulties have a significant effect on the psychological well-being of refugees.  Refugees with 
more post-migration living difficulties show higher symptoms of depression, anxiety and PTSD.  
Thus, reducing the post-migration living difficulties in their host country through improved 
services such as creating job opportunities, maximizing community support and social 
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networking, counseling services, etc. could help refugees deal with anxiety, depression and 
PTSD which are related to post-migration living difficulties.  Furthermore, providing educational 
opportunities, including language learning might have a significant impact on the lives of 
refugees after resettlement.  This could help refugees to integrate with the community in the 
hosting country and be more productive citizens.  
Moreover, helping refugees make sense of their traumatic experience might help the deal 
with their trauma.  Clearly there is a need for more research to identify ways to help refugees 
make meaning out of their suffering and traumatic experiences.  Service providers and agencies 
in the host country could collaborate with mental health professionals to provide support and 
corrective emotional experience to build better understanding of their traumatic experience.  This 
corrective experience not only gives refugees an opportunity to deal with their trauma, but also 
may render ways to develop posttraumatic growth and make them more resilient.  
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Table 1 Descriptive table of participant characteristics 
Characteristics N M SD 
Gender                       Male 95   
      Female 25   
Age 116 30.14 6.97 
18-29 53   
30-40 53   
>41 10   
Place of residence (in years) 68 3.60 2.28 
Marital Status    
Married 29   
Single 52   
Divorced 4   
Separated 3   
Widowed 1   
Engaged 7   
Military History             Yes 67   
No 31   
Exposure to War/Conflict   
Yes 
16   
         No 77   
Legal residence              Yes 79   
        No 17   
Asylum seeker               Yes 87   
        No 7   
Lampedusa survivor       Yes 36   
        No 61   
Educational level    
Elementary – Middle School 20   
High School  35   
Technical College 8   
University  18   
Graduate School  16   
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Table 2 Mean differences by legal residence, military history, asylum status, Lampedusa survivors, exposure to war/conflict, sex
 
57 
Table 3 Mean, Standard Deviations, and intercorrelations of the subscales of the variables of interest 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. N = 113 PCL-5 = PTSD Symptom Checklist-DSM-5; LEC-5 = Life Event Checklist-DSM-5; PTGI = Posttraumatic Growth 
Inventory; HSCL-A = Hopkins Symptom Checklist – Anxiety subscale; HSCL-D = Hopkins Symptom Checklist – Depression 
subscale; PMLD = Post-migration Living Difficulties; SPS = Social support Provision Scale; MLQ-P = Meaning in Life 
Questionnaire- Presence of Meaning subscale; MLQ-S = Meaning in Life Questionnaire- Search Meaning subscale; HSCL = 
Hopkins Symptoms Checklist full scale; ISLES = Integration of Stressful Life Experience full scale.  
*p < .05 ** p < .01 ***p < .001 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Variables M SD  1 2 3 4 5 6 7 8 9 10 
1. PCL-5 2.64 .96  1 .34** .04 .73*** .74*** .31** -.39*** -.31*** .23* -.38*** 
2. LEC-5 3.09 .71   1 .18* .18 .21* .21* -.04 -.06 .09 .35* 
3. PTGI 3.64 1.03    1 -.20* -.07 -.01 .26*** .28*** .29* .35* 
4. HSCL-A 1.98 .79     1 .76** .21* -.37** -.36** .06 -.45** 
5. HSCL-D 2.09 .71      1 .34*** -.35** -.39*** .11 -.34** 
6. PMLD 2.46 .71       1 -.10 -.11 .29** -.36*** 
7. SPS 3.20 .35        1 .25** -.07 -.06 
8. MLQ-P 4.61 1.20         1 .29** .31* 
9. MLQ-S 4.76 1.48          1 .11 
10. ISLES 3.17 .77           1 
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Table 4 Summary of Moderation analysis: Model 1 meaning made and social support as moderation variables 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*p < .05 ** p < .01 ***p < .001 
 
 
 
Table 5 Conditional effect of X on Y at values of Moderators: Model 1 
Moderators Meaning-made (ISLES) Social Support (SPS) 
 Conditional 
direct effect 
95% Confidence 
Interval 
Conditional 
direct effect 
95% Confidence 
Interval 
Low  1.44 .40 2.48 -1.65 -6.27 2.97 
Average  1.02 .37 1.68 .67 -.07 1.40 
High  .60 -.13 1.33 2.98 -1.45 7.42 
 
 
 
 
 
 
 
Measure 
 
 
R 
 
 
R2 
 
 
∆R2 
F test    
 
F 
 
∆F 
 
d
f 
 
b 
 
t(90) 
95% Confidence 
Interval 
PCL-5 (Y) .13 .26  6.36***  3     
LEC-5 (X)      .67 1.80 -.07 1.40 
SPS (M1)      -.69 -1.62 -1.53 .15 
LEC-5 x 
SPS(XM1) 
 .02  1.06 1 
7.82 1.03 
-7.26 22.91 
PCL-5 (Y) .51 .2
6 
 12.29***  3  t(110)   
LEC-5 (X)      1.02*** -3.96*** -.68 -.22 
ISLE (M2)      -.45** 3.09** .37 1.68 
LEC-5 x 
ISLE 
(XM2) 
 .02  1.88 1 
-.51 -1.37 
-1.27 .23 
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Table 6 Summary of moderation analysis: Model 1 meaning made and social support as moderating variables 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*p < .05 ** p < .01 ***p < .001 
 
 
 
Table 7 Conditional effects of X on Y at values of Moderators: Model 1 
Moderators Meaning-made (ISLES) Social Support (SPS) 
 Conditional 
direct effect 
95% Confidence 
Interval 
Conditional 
direct effect 
95% Confidence 
Interval 
Low  .85 .11 1.58 .06 -.64 .76 
Average  .65 .19 1.11 .49 .03 .96 
High  .46 -.32 1.23 .93 .37 1.48 
 
 
 
 
 
 
 
Model 
 
 
Variables 
 
 
R 
 
 
R2 
 
 
∆R2 
F test    
 
F 
 
∆F 
 
df 
 
b 
 
t(131) 
95% 
Confidence 
Interval 
1 Anxiety (Y) .32 .10  6.26***  3     
 LEC-5 (X)      .49* 2.09* .03 .96 
 SPS (M1)      .15 .57 -.37 .67 
 LEC-5 x 
SPS(XM1) 
 .02  1.06 1 
1.52* 2.01* 
.03 3.01 
2 Anxiety (Y) .41 .17  9.36***  3     
 LEC-5 (X)      .65** 2.79** -.56 -.12 
 ISLE (M2)      -.34** -3.03** .37 1.68 
 LEC-5 x ISLE 
(XM2) 
 .01  .42 1 
-.29 -.65 
-1.16 .59 
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Table 8 Summary of Moderation analysis: Model 1 meaning-made and social support as moderating variables 
*p < .05 ** p < .01 ***p < .001 
 
 
 
Table 9 Conditional effect of X on Y at values of Moderators: Model 1 
Moderators Meaning-made (ISLES) Social Support (SPS) 
 Conditional 
direct effect 
95% Confidence 
Interval 
Conditional 
direct effect 
95% Confidence 
Interval 
Low  .72 .10 1.34 .55 -.18 1.28 
Average  .56 .16 .97 .56 .21 1.10 
High  .41 -.13 .94 .76 .39 1.13 
 
 
 
 
 
 
 
 
 
 
Model 
 
 
Variables 
 
 
R 
 
 
R2 
 
 
∆R2 
F test    
 
F 
 
∆F 
 
df 
 
b 
 
t(131) 
95% Confidence 
Interval 
1 Depression (Y) .44 .19  25.95***  3     
 LEC-5 (X)      .66** 2.90** .21 1.10 
 SPS (M1)      .72*** 5.28*** .45 .99 
 LEC-5 x 
SPS(XM1) 
 .00  .31 1 
1.43 .56 
-.67 1.19 
2 Depression (Y) .31 .10  4.85**  3     
 LEC-5 (X)      .56* -2.23* -.38 -.02 
 ISLE (M2)      -.20** 2.77** .16 .97 
 LEC-5 x ISLE 
(XM2) 
 .00  .53 1 
-.23 -.73 
-.84 .38 
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Table 10 Summary of Moderation analysis: Model 1 social support and meaning in life as moderating variables. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*p < .05 ** p < .01 ***p < .001 
 
 
 
Table 11 Conditional effect of X on Y at values of Moderators: Model 1 
Moderators Social Support (SPS) Meaning in life (MLQ-P) 
 Conditional 
direct effect 
95% Confidence 
Interval 
Conditional 
direct effect 
95% Confidence 
Interval 
Low  -.06 -.36 .24 .20 -.08 .48 
Average  .03 -.16 .22 .21 .02 .41 
High  .12 -.16 .40 .23 -.05 .51 
 
 
Model 
 
 
Variables 
 
 
R 
 
 
R2 
 
 
∆R2 
F test    
 
F 
 
∆F 
 
df 
 
b 
 
t(131) 
95% 
Confidence 
Interval 
1 PTGI (Y) .27 .07  3.33*  3     
 PCL-5 (X)      .03 .33 -.16 .22 
 SPS (M1)      .68* 2.40* .12 1.26 
 PCL-5 x 
SPS(XM1) 
 .01  .65 1 
.32 .81 
-.46 1.09 
2 PTGI (Y) .37 .13  7.30***  3     
 PCL-5 (X)      .21 2.17 .02 .41 
 MLQ-P (M2)      .26 4.54 .15 .38 
 PCL-5 x MLQ-
P (XM2) 
 .00  .02 1 
.01 .16 
-.14 .17 
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Figure 1 Moderated Model testing hypothesis that meaning made and social support moderates the relationship 
between negative life events, posttraumatic stress disorder, depression, anxiety and posttraumatic growth 
 
 
Figure 2 Moderated Model: Social support (SPS) moderating the relationship between the number of traumatic life 
events (LEC) and anxiety
63 
 
Figure 3 Percentage of participants reporting post-migration living difficulties 
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Figure 4 Percentage of participants reporting traumatic life events 
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